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ABSTRACT

Objectives: Postresuscitation debriefing (PRD) is a valuable educational tool in emergency medicine. It is
recommended by international resuscitation guidelines, has been shown to improve both patient outcomes and
resuscitation team performance, and is frequently requested by medical learners. However, there is limited
research comparing standardized debriefing frameworks. Not only does this hinder the ability of interested
emergency departments (EDs) to adopt PRD, but it limits the quality of future debriefing research. We sought to
identify and compare existing PRD frameworks to inform the implementation of effective PRD in emergency
medicine.

Methods: We conducted a systematic review following PRISMA standards to identify debriefing frameworks
used in the ED and other acute care settings for further analysis. Identified frameworks were analyzed and
compared based on a method previously described in the literature.

Results: Our search identified six frameworks, which ranged from simple tools for immediate feedback to
complex, hospital-wide systems engineering–based approaches to quality improvement. Key findings were the
importance of ensuring debriefing facilitators are properly selected and trained and of tailoring framework design
to specific organizational targets. However, there is limited validation data for these frameworks, and more study
is needed to identify and validate true best practices in PRD.

Conclusions: All six identified frameworks seem to be effective methods of debriefing. Given the breadth in
debriefing methods and goals identified, this suggests that there may not be a one-size-fits-all approach to PRD
and that organizations should instead identify their own unique needs and barriers and adopt the debriefing
framework that best addresses those needs. Other findings were the importance of well-trained debriefing
facilitators and the use of clear roles in organizing debriefings. Further research is needed to assess the
effectiveness of postresuscitation frameworks with regard to both team performance and patient outcomes.

Postresuscitation debriefing (PRD) is an important
application of debriefing in the practice of emer-

gency medicine and is recommended by resuscitation
guidelines and emergency medicine organizations in
the United States, Canada, and Europe.1-3 The

purpose of PRD is to facilitate reflective discussion of
actions and thought processes, providing the opportu-
nity for experiential learning.4,5 This discussion allows
for both interpersonal feedback and the identification
of larger systems-level issues in patient care.
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Although the benefits of formal PRD frameworks
are established in simulation-based resuscitation educa-
tion, there is limited research into the application of
PRD in real-world health care settings.6,7 PRD has
been shown to improve patient outcomes on a num-
ber of measurable factors including the rate of return
of spontaneous circulation, neurologic outcomes,
hand-off time for chest compressions during cardiopul-
monary resuscitation (CPR), and delay in initiating
chest compressions.8-11 Furthermore, PRD has been
shown to be beneficial for health care providers,
reducing stress, and helping providers feel more com-
fortable and competent in their role during resuscita-
tions.12

Despite these wide-ranging benefits, there is limited
use of formalized PRD in emergency medicine. Studies
have shown that medical learners of all levels desire
greater use of formalized PRD, which has been found
to reduce anxiety among learners.13 While debriefing
may be used informally following critical events, a lack
of standardization can limit the use of debriefing and
effectiveness of these sessions.6,14,15

Recent studies have outlined the development and
implementation of standardized debriefing frameworks
in the emergency department (ED) and elsewhere
within acute care medicine. However, these different
methods take markedly different approaches to PRD.
Furthermore, there are limited data regarding the effec-
tiveness of these frameworks in improving learner edu-
cation, team function, and patient outcomes. The
objective of this systematic review was to identify and
compare existing debriefing frameworks to facilitate the
adoption of formalized debriefing frameworks within
the ED.

METHODS

We performed a systematic review using PRISMA
guidelines to identify PRD frameworks used in both
emergency medicine and elsewhere in acute care medi-
cine.16 Pubmed, Ovid Medline, CINAHL, and
Cochrane Database of Systematic Reviews were
searched for studies reporting the use of a PRD frame-
work in both real-world and simulation settings. Refer-
ence lists from all papers and gray literature were also
searched (please see Data Supplement S1, available as
supporting information in the online version of this
paper, which is available at http://onlinelibrary.wiley.c
om/doi/10.1002/aet2.10444/full, for full search strat-
egy details including detailed inclusion and exclusion

criteria). Articles were screened in duplicate by SH
and AK, with any disagreements resolved by consen-
sus. The final search was performed February 13,
2020. Papers that met the final inclusion criteria were
analyzed using the Who-What-When-Where-Why-How
model for analyzing debriefing methods previously
described by Raemer et al.7 and Kessler et al.7,17

RESULTS

Search results are presented in Figure 1. Our search
strategy returned 2,741 total results. A total 696 dupli-
cates were removed, leaving 2,045 unique results. A
title and abstract screen was used to identify papers
that specifically discussed debriefing. This screen iden-
tified 96 papers. Our eligibility criteria for final inclu-
sion were: 1) the paper must include a debriefing
framework, 2) the paper must describe the framework
in sufficient detail for both analysis and real-world
implementation, and 3) the debriefing framework must
be appropriate for a real-world PRD in the ED. For a
paper to be considered appropriate for real-world
PRD, it had to both satisfy Lederman’s definition of
debriefing as a process of reflective discussion and, if
the paper were based in a simulation setting, be easily
translatable for real-world ED use. Six papers met
these eligibility criteria for final analysis (Table 1). The
DISCERN, INFO, and Post Code Pause (PCP) frame-
works were specifically designed and presented as
methods for ED PRD.18-20 REFLECT was designed
for simulation debriefing but determined to be appro-
priate for real-world use.21 The PediRes-Q and the
Christiana Care Health System (CCHS) debriefing
studies were designed for general in-hospital use but
determined to still be appropriate for the ED set-
ting.22,23 CCHS, INFO, and PediRes-Q were multi-
center studies (CCHS and INFO within their given
health system, and PediRes-Q an international study),
while DISCERN, PCP, and REFLECT were used
within a single department. The findings of our analy-
sis are summarized in Table 2.

ANALYSIS

Why
The most common approach to debriefing is using
the Plus-Delta method (working to find areas of
improvement rather than assigning blame) to identify
limitations in individual and team performance as well
as larger process-level issues, as used in DISCERN,
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INFO, PCP, and PediRes-Q. REFLECT was the sim-
plest tool identified with a focus on giving efficient,
direct interpersonal feedback. CCHS was the most
complex and widely scoped, explicitly avoiding individ-
ual feedback, and using a just culture and systems
engineering approach to identify and solve patient care
issues. PCP is unique in that its primary goal is not
just direct performance improvement as is typical in
PRD, but it also targets the emotional and psychologi-
cal performance of health team members following
potentially stressful and traumatic events.

Who
All six frameworks identify the importance of selecting
and training effective facilitators. Rather than train all

potential facilitators, CCHS specifically targeted leaders
with skill sets believed to be beneficial for debriefing.
The REFLECT study found that the combination of
facilitator training and use of the REFLECT tool sig-
nificantly improved the ability of the facilitator to dis-
cuss how debrief data could be used for future
improvement. In tools where the facilitator role was
left unspecified, the vast majority of debriefs were led
by physicians (over 90% for both DISCERN and
Pedi-ResQ), whereas INFO and PCP specifically
trained and designated ED nurses to facilitate debriefs
to reduce the time demand and cognitive loading on
ED physicians. In particular, INFO targeted charge
nurses, because they would not have immediate clini-
cal duties following a resuscitation and would have
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Figure 1. PRISMA flow chart of search results.
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good overall awareness of the state of the ED. All
frameworks that commented on who should partici-
pate in debriefing encouraged the entire resuscitation
team to attend the debrief. CCHS expects all invitees
that do attend the debrief to act as content matter
experts for their given field, and specifically requires
all trainees to attend (other frameworks did not com-
ment on any mandatory participants).

What
The unpredictable nature of the ED presents signifi-
cant environmental barriers to debriefing.24 To over-
come these barriers, a PRD framework requires clear
guidance on not only when to debrief, but when a
debrief is not necessary. This is clear from PediRes-Q,
which showed debriefing rates ranging from 0% of
trigger events to 100% of trigger events depending on
the specific site within its multicentre study (other mul-
ticenter studies did not report per-site data). The ED-
focused frameworks used similar mandatory debriefing
triggers: any resuscitation requiring CPR, any intuba-
tion, and any staff request for debriefing. Rather than
triggers based on specific interventions CCHS used
triggers related to patient outcomes, with debriefing
considered after any unanticipated poor outcome,
unanticipated patient death, or other sentinel event.
However, it is important to ensure that these triggers
are not too broad as debriefing too frequently may be
detrimental by inducing fatigue and diverting resources
from patient care: for example, PCP removed a pedi-
atric trauma trigger as these patients rarely required
resuscitation.19 DISCERN presented a novel solution
by having both the patient’s physician and primary
nurse meet immediately after a trigger event to decide
if a full debrief was necessary. Of the 120 DISCERN
resuscitations that were not debriefed, 78% indicated
that debriefing was not considered necessary and 19%
indicated “too many patient care issues” (other tools
did not track reasons for not debriefing).18

When and Where
Debriefing is typically divided into “hot” and “cold”
debriefs. Hot debriefs occur as soon as possible after
an event, while cold debriefs can take place days or
even weeks later to allow for data collection and addi-
tional participants.25,26 Hot debriefs also tend to be
much quicker, typically lasting 5 to 15 minutes,
whereas cold debriefs are typically more formalized
meetings and may run for an hour or longer.17 Hot
debriefing is far more common in emergency medicineTa

bl
e
1

S
um

m
ar
y
of

In
cl
ud

ed
S
tu
di
es

Fr
am

ew
or
k

S
ou

rc
e

Y
ea

r
C
ou

nt
ry

S
et
tin

g
N
um

b
er

of
D
eb

rie
fi
ng

s
Le

ng
th

of
S
tu
dy

D
eb

rie
fi
ng

C
rit
er
ia

C
C
H
S

C
am

p
b
el
le

t
al
.2
2

20
14

U
ni
te
d
S
ta
te
s

H
os

p
ita

l-
w
id
e

20
4

72
m
on

th
s

U
na

nt
ic
ip
at
ed

p
at
ie
nt

co
m
p
lic
at
io
ns

,
st
af
f
re
q
ue

st

D
IS
C
E
R
N

M
ul
la
n
et

al
.1
8

20
13

U
ni
te
d
S
ta
te
s

P
ed

ia
tr
ic

E
D

63
12

m
on

th
s

C
P
R
,
in
tu
b
at
io
n,

d
efi

b
ril
la
tio

n,
or

st
af
f
re
q
ue

st

IN
FO

R
os

e
an

d
C
he

ng
20

20
18

C
an

ad
a

E
D

25
4

18
m
on

th
s

N
ot

re
p
or
te
d

P
C
P

C
op

el
an

d
an

d
Li
sk

a1
9

20
16

U
ni
te
d
S
ta
te
s

E
D

47
12

m
on

th
s

C
od

e
b
lu
e
on

ar
riv

al

P
ed

iR
es

-Q
S
w
eb

er
g
et

al
.2
3

20
18

M
ul
tin

at
io
na

l
P
ed

ia
tr
ic

in
pa

tie
nt

(m
ul
tic

en
te
r)

10
8

19
m
on

th
s

P
ed

ia
tr
ic

in
-h
os

p
ita

lc
ar
d
ia
c
ar
re
st
s

R
E
FL

E
C
T

Z
in
ns

et
al
.2
1

20
17

U
ni
te
d
S
ta
te
s

P
ed

ia
tr
ic

em
er
ge

nc
y
(s
im

ul
at
io
n)

18
1
m
on

th
N
ot

ap
p
lic
ab

le
(s
im

ul
at
ed

re
su

sc
ita

tio
ns

)

226 Hale et al. • APPLICATIONS OF POSTRESUSCITATION DEBRIEFING



Ta
b
le

2
S
um

m
ar
y
of

Fi
nd

in
gs

C
C
H
S

D
IS
C
E
R
N

IN
FO

P
C
P

P
ed

iR
es

-Q
R
E
FL

E
C
T

W
hy S
ta
te
d
go

al
Id
en

tif
y
sy

st
em

s-
le
ve

lb
ar
rie

rs
Im

p
ro
ve

te
am

fu
nc

tio
n,

id
en

tif
y
Q
I
ta
rg
et
s

D
ev

el
op

a
fe
as

ib
le

an
d

su
st
ai
na

b
le

ch
ar
ge

nu
rs
e-
fa
ci
lit
at
ed

de
b
rie

fi
ng

fr
am

ew
or
k

A
d
d
re
ss

p
sy
ch

ol
og

ic
al

an
d
sp

iri
tu
al

ef
fe
ct
s
of

re
p
et
iti
ve

ex
po

su
re

to
tr
au

m
at
ic

ev
en

ts

Id
en

tif
y
fr
eq

ue
nc

y,
p
ro
ce

ss
,
an

d
co

nt
en

t
of

ho
t
d
eb

rie
fi
ng

s
in

a
m
ul
tic

en
te
r
tr
ia
l

Im
p
ro
ve

fe
ed

b
ac

k
qu

al
ity

,
co

m
m
un

ic
at
io
n

U
nd

er
ly
in
g

d
eb

rie
fi
ng

p
rin

ci
p
le

Ju
st

cu
ltu

re
,

sy
st
em

s
en

gi
ne

er
in
g

P
lu
s/
d
el
ta

P
lu
s/
d
el
ta

O
p
er
at
io
na

ld
eb

rie
fi
ng

P
lu
s/
d
el
ta

P
lu
s/
d
el
ta

W
ha

t

Tr
ig
ge

r
ev

en
ts

U
ne

xp
ec

te
d
pa

tie
nt

ha
rm

or
de

at
h,

st
af
f
re
qu

es
t

A
ny

ev
en

t
in
vo

lv
in
g
C
P
R
,

in
tu
b
at
io
n,

or
fi
b
ril
la
tio

n,
st
af
f
re
qu

es
t

C
P
R
,
in
tu
b
at
io
n,

Le
ve

li
tr
au

m
a,

st
af
f
re
q
ue

st
C
od

e
b
lu
e
on

ar
riv

al
P
ed

ia
tr
ic

in
-h
os

p
ita

l
ca

rd
ia
c
ar
re
st

≥
1
m
in

S
im

ul
at
io
n

Fr
am

ew
or
k
st
an

d
ar
d

24
–4

8
ho

ur
s
af
te
r

ev
en

t,
p
re
lim

in
ar
y

im
m
ed

ia
te

d
eb

rie
fi
ng

if
ne

ce
ss
ar
y

M
D

an
d
p
rim

ar
y
nu

rs
e

in
iti
al
ly

d
ec

id
e
w
he

th
er

to
fu
lly

d
eb

rie
f;
fu
ll

d
eb

rie
fi
ng

“A
S
A
P
”
if

ne
ce

ss
ar
y

“A
s
so

on
as

p
os

si
b
le
”

“A
s
so

on
as

fe
as

ib
le
”

“M
in
ut
es

to
ho

ur
s”

af
te
r

in
iti
al

ev
en

t
Im

m
ed

ia
te

W
he

n
an

d
W
he

re

H
ot

or
co

ld
d
eb

rie
f

C
ol
d

H
ot

H
ot

H
ot

H
ot

H
ot

Lo
ca

tio
n

O
ff
-s
ite

O
n-
si
te

O
n-
si
te

O
n-
si
te

O
n-
si
te

O
n-
si
te

W
ho Fa

ci
lit
at
or

S
p
ec

ifi
ca

lly
se

le
ct
ed

fo
r

fa
ci
lit
at
io
n
sk

ill
s

Tr
ai
ne

d
p
ed

ia
tr
ic

E
M

p
hy

si
ci
an

C
ha

rg
e
nu

rs
e

P
rim

ar
y
R
N

(N
ot

re
p
or
te
d
)

Tr
ai
ne

d
p
ed

ia
tr
ic

E
M

fe
llo

w

P
ar
tic

ip
an

ts
R
es

us
ci
ta
tio

n
te
am

,
re
si
d
en

ts
,
ad

m
in

st
af
f

R
es

us
ci
ta
tio

n
te
am

N
ot

sp
ec

ifi
ed

R
es

us
ci
ta
tio

n
te
am

(N
ot

re
p
or
te
d
)

R
es

us
ci
ta
tio

n
te
am

Le
ar
ne

rs
R
eq

ui
re
d
to

at
te
nd

N
ot

sp
ec

ifi
ed

N
ot

sp
ec

ifi
ed

N
ot

sp
ec

ifi
ed

N
ot

sp
ec

ifi
ed

R
eq

ui
re
d
to

at
te
nd

(s
im

ul
at
io
n)

H
ow O

ve
ra
ll
to
ol

co
m
p
le
xi
ty

C
om

p
le
x

M
od

er
at
e

M
od

er
at
e

S
im

pl
e

S
im

p
le

S
im

p
le

Q
I
=
q
ua

lit
y
im

pr
ov

em
en

t.

AEM EDUCATION AND TRAINING • July 2020, Vol. 4, No. 3 • www.aem-e-t.com 227



and used in DISCERN, REFLECT, INFO, PediRes-
Q, and PCP. Interestingly, despite its two-step debrief-
ing approach, DISCERN reported an average time to
debrief of 33 minutes compared to 130 minutes in
PediRes-Q, with other papers not reporting time to
debrief data.

How
All six debriefing methods made use of a physical
debriefing tool. REFLECT uses a simple list of the
REFLECT mnemonic. PCP, DISCERN, PediRes-Q,
and INFO all featured tools collecting basic patient
information, attendance, and set questions for the
facilitator to ask with space to record answers from the
team. PCP also called for health care worker wellness
pamphlets to be handed out at each debrief so that
participants could better identify and support individu-
als in emotional distress. DISCERN included two
unique features. The first is a section for the physician
and nurse to sign off on if they determined a debrief
was not necessary, allowing for better data collection
regarding debrief rates which would be valuable for
quality improvement (QI) purposes. The second is
specific yes/no questions about performance improve-
ment targets (“was anyone other than the physician
team leader calling medication orders?” and “was any-
one confused about who the physician team leader
was at any time during the resuscitation”). CCHS also
uses a standardized debrief checklist for facilitators to
run through, but additionally uses time between the
event and debrief to develop a clinical abstract outlin-
ing the facts and timeline of the triggering event in the
24 to 48 hours prior to the debriefing.

DISCUSSION

Postresuscitation debriefing has been demonstrated to
improve clinical performance in three important
domains. First, it has been shown to improve patient
outcomes, including CPR quality and rate of return of
spontaneous circulation.8-10 Second, regular training
and debriefing has been shown to improve communi-
cation and team skills by improving the accuracy and
recall of participants, as well as the quality of feedback
delivered.27,28 Finally, PRD is highly desired by medi-
cal learners and been shown to reduce anxiety among
learners during subsequent resuscitations.13 Pediatric
EM fellows have overwhelmingly reported that they
would like more PRD training, with studies showing
almost 90% of fellows report receiving no formal PRD

training at all.29,30 The widespread adoption of PRD
is likely to improve patient outcomes and resuscitation
team function and may be particularly useful in aca-
demic centers when integrating and training medical
learners.
In analyzing the identified debriefing frameworks,

all six frameworks seem to be effective methods of
debriefing. All frameworks reported the successful
implementation of their debriefing method and high-
light some form of improvement in the quality of
debriefing (DISCERN, INFO, PediRes-Q, REFLECT),
patient care (CCHS), or health team functioning
(PCP). One of the main challenges of implementing
PRD is overcoming perceived barriers such as a lack
of time for debriefing, and it has been suggested that
the process of debriefing in and of itself may be more
important than the specific method.31,32 In the context
of this review’s results, this proposes a model where
the most important aspect of choosing a debriefing
method is ensuring a debriefing method is a good fit
for a department’s specific needs, and therefore the
best approach may be to identify department-specific
barriers and then adopt (and adapt as necessary) the
framework that best fits those needs. This is clear
from the PediRes-Q study, which found debriefing
rates ranging from 0% to 100% of trigger events
depending on the particular study site measured, even
though all sites used the same debriefing method and
standards.23 The INFO tool in particular highlights
how frameworks can be modified to meet those goals
and address a department’s unique needs, modifying
the DISCERN framework into a charge nurse-facili-
tated method. INFO’s use of charge nurse facilitators
may be particularly effective at overcoming the per-
ceived time barrier to debriefing, as their greater aware-
ness of the state of the ED may allow them to
schedule debriefs at times when as many participants
as possible are free from immediate clinical duties.20

All six frameworks highlight that effective training
and clear debriefing roles are important for effective
PRD. Studies have shown that debriefing may have a
greater impact when baseline performance is relatively
low (especially with respect to adhering to recom-
mended practice guidelines) and that high-quality feed-
back specifically is associated with improved
performance, and therefore it is important that facilita-
tors be properly trained to maximize the benefits of
debriefing.33 PCP raises the importance of considering
not only debriefing facilitation from a team perfor-
mance perspective but also the potential stress and
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psychological trauma of difficult resuscitations. CCHS
took the unique approach of identifying and training
specific leaders who were thought to be strong facilita-
tors, and this may be a good way to ensure both qual-
ity debriefing and department buy-in during the early
stages of rolling out a debriefing framework. However,
this approach would largely be limited to cold debriefs
where the ability to select a specific facilitator is possi-
ble, although identifying and training individuals to
work as debriefing “champions” within a department
may still be valuable for hot debriefing methods.
INFO and PCP highlight the value in moving beyond

the assumption that physicians should be the individuals
leading debriefing and that nurse facilitators may
improve debriefing by not adding additional cognitive
loading or time demands on ED physicians. DISCERN
used a unique two-step approach to limit the time
demands of debriefing, allowing the patient’s physician
and primary nurse to decide if a full team debrief is neces-
sary. This approach may be valuable from a data collec-
tion and QI perspective, as it still allows for useful data
capture in the event of a resuscitation that is not
debriefed. DISCERN also used focused, simple yes/no
questions as part of its debrief (e.g., “was anyone other
than the physician team leader calling medication
orders?” which again would be useful for QI purposes.
Interestingly, even with this more complicated two-step
approach DISCERN reported a much shorter median
time to debrief than PediRes-Q, suggesting its require-
ment to have the patient’s physician and nurse discuss
whether a debrief is necessary may prime them to debrief
sooner than if left to make a decision individually
(although this could also be explained by other factors,
including PediRes-Q’s different “minutes to hours” tim-
ing standard and inpatient setting).

LIMITATIONS

The main limitation of this review is the continued
lack of data on real-world PRD. There are limited data
available surrounding implementations of debriefing
in either the ED or health care in general and even
the identified frameworks have limited validation, espe-
cially in terms of effect on patient outcomes.7,34,35

This review found no studies directly comparing the
efficacy of real-world debriefing frameworks, and the
identified frameworks did not report data in a consis-
tent manner that would allow for comparisons to be
made. Therefore, we are unable to make concrete rec-
ommendations as to whether one PRD method is

more effective than another, and future studies should
focus on identifying how different aspects of debriefing
improve patient outcomes and/or team function.

CONCLUSION

Postresuscitation debriefing is an important tool for
improving patient outcomes and resuscitation team per-
formance and provides the opportunity for essential
training and learning opportunities. All six frameworks
identified by this review have unique advantages and
seem effective based on both their own data and litera-
ture from the field. This suggests that tailoring a debrief-
ing method to organizational goals and preferences is the
best way to implement effective postresuscitation debrief-
ing practices. Future studies should focus on taking this
knowledge and implementing comparative studies and/
or studies with robust real-world validation to provide a
concrete base for comparison of different postresuscita-
tion debriefing methods.
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